RHINOSCOPIC CLINIC
described by Caldwell 2 that coupled a canine fossa opening together with an opening made into the lateral nasal wall-the combined procedure being called a Caldwell-Luc procedure.
A middle meatal procedure for drainage involving removal of the uncinate process was described around Figure. A: The uncinate process is identified with the use of a ball probe. B: A back-biting forceps is positioned behind the uncinate process. C: An uncinate window is developed with the forceps. D: The uncinate process is removed by the microdebrider using a side-to-side rolling motion. E: The inferior uncinate remnant is identified with the ball probe. F: The uncinate remnant is removed with the microdebrider. G: The natural maxillary ostium is enlarged after a small tear is made posteriorly with the ball probe. H and I: Using the microdebrider, the antrostomy is enlarged posteriorly and inferiorly. 1900 by Killian. 3 Functional endoscopic sinus surgery was described by Messerklinger 4 and Stammberger 5 in the 1970s and 1980s and progressed to the introduction of powered instruments by Setliff 6 in the early 1990s. Powered endoscopic maxillary antrostomy was described in detail 7 and has continued to be a useful procedure over the past 25 years.
Powered endoscopic maxillary antrostomy is performed through the middle meatus. Good hemostasis with the surgeon's preferred combination of topical and injected anesthetic and decongestant agents is important for good visualization throughout the procedure.
The free edge of the uncinate process is identified and gently displaced away from the lateral nasal wall (figure, A). This exposes the ethmoid infundibulum. Using a back-biting forceps (figure, B) a section of the uncinate is removed (figure, C), creating a rough edge of tissue to allow dissection with the microdebrider (figure, D). The uncinate remnant is then identified (figure, E) and removed (figure, F), completing the uncinectomy and exposing the natural ostium of the maxillary sinus.
Next, the ostium is enlarged by making a small tear posteriorly with a ball probe (figure, G). The microdebrider is then used to remove tissue and enlarge the ostium posteriorly (figure, H) and inferiorly (figure, I), with care taken to avoid injury to the orbit superiorly and the nasolacrimal duct anteriorly.
For the past 25 years, powered endoscopic middle meatal maxillary antrostomy has continued to be a useful procedure.
ing infections or hemorrhage from injury to the major vessels in the neck or chest. Fortunately, most foreign bodies that are ingested pass through the gastrointestinal tract without consequence, and conservative management is all that is needed. 1 Plain films are commonly used for radiopaque foreign bodies. Additional imaging with computed tomography and magnetic resonance imaging can improve detection of radiolucent foreign bodies and help to identify any suspected complications. 2 If a foreign body cannot pass safely through the digestive system, it should be extracted via an endoscopic or, in some cases, an open approach.
Our case occurred in the office while the patient was awake. Maintaining a calm environment and frequent reassurance to the patient was critical. The flexible fiberoptic laryngoscope remained in place the entire time to keep the foreign body in view. The indirect laryngeal instruments, already in the room, were opened in less than 1 minute. Because the airway remained patent and the patient remained asymptomatic after the foreign body had been swallowed, it was deemed appropriate to proceed with outpatient monitoring.
In-office injection laryngoplasty has advantages and disadvantages. The advantages include avoidance of general anesthesia and reduced cost. Some disadvantages include the potential for patient intolerance, suboptimal visualization of the target in some cases, and limited resources to address rare adverse events such as syncope, bleeding, and airway obstruction. However, the failure rate for in-office vocal fold injections is less than 5% in experienced hands. 3 Equipment failure with a broken needle tip during a vocal fold injection is possible, although exceedingly rare. Anticipatory preparations should be in place in the office setting should this occur. Healthcare professionals and patients are encouraged to report suspected device-related adverse events through the FDA Med-Watch program (www.fda.gov/medwatch). 4 
